Dr. Dowling: I believe the optimistic forecast so often given in these cases to be on the whole misleading. On three occasions I have advised excision followed by radium therapy applied for the first time on the day of the operation. In each case the result has been a considerably larger keloid after the operation than before it.
Dr. Hugh Gordon: I certainly think that in this type of keloid which is long-standing, hard and resistant the best result is obtained by a combination of surgery and X-rays. The simplest procedure is excision and an X-ray exposure to the scar immediately after the operation whilst the stitches are still in situ, the optimum dose being in the nature of 800 r, the field, of course, being strictly leaded off. A more elaborate procedure, which undoubtedly gives excellent results, is for the surgeon to mark out his site of operation which is given a dose of 500 r, again strictly localized. At the end of five to six days the incision is made through the resulting erythema. A further dose of 500 r is given five to six days after the operation with the stitches in or out. This method obviously is not so simple and more time consuming.
Dr. I. Martin-Scott: I wonder why X-ray is given before surgical removal of the keloid. I recently had a case and went into the literature and eventually decided to remove the lesion, and Dr. Hilton of University College Hospital gave X-ray treatment (as if the keloid were still there) the week after. We considered the advantage of X-rays after operation was to retard the action of the fibroblasts. Why should X-rays be given before operation as well?
Dr. Hugh Gordon: I have never understood the rationale for thepre-operative X-ray, and personally have always used the alternative method.
Localized Panatrophy.-F. RAY BETTLEY, F.R.C.P.
A boy, aged 12. Red areas appeared on the left buttock in September 1947, and later on the back of the thigh, which by March 1948 had become brown and shrunken. His mother says that his gait is affected and that he wears down the heel of his left shoe very quickly.
Previous history not relevant; no other complaints.
On examination.-Most of the left buttock is shrunken, subcutaneous fat having completely disappeared; there is also some loss of muscle substance. The skin over this area is irregularly pigmented and slightly atrophic, but there is no telangiectasia or redness. The skin is freely mobile over the subjacent tissues. On the back of the left thigh are two sunken areas about 3 inches across, and on the left calf two further areas; on the back of the right thigh is one sunken area. These areas are ill-defined and appear to result from a loss of subcutaneous tissue; they are not sharply punched out and the skin itself appears normal. There is objective weakness of the muscles of the left buttock.
Electrical reactions of these muscles normal. No demonstrable change in sensory or motor nerve function.
General examination normal. Blood chlorides normal. Creatinine excretion (three consecutive days) 877 mg., 734 mg., 766 mg. (normal 500 -750 mg.). Creatine excretion 280 mg., 276 mg., 374 mg. (normal 0-200 mg.).
Histology.-Skin: The basal layer of the epidermis is pigmented. Slight lymphocytic perivascular infiltration. Fatty subcutaneous tissue absent.
Muscle: Muscle fibres are irregularly atrophic and show areas of coagulative necrosis. There is a patchy lymphocytic infiltration between the fibres.
Comment.-I have been able to find 3 other cases of similar although not quite the same sort. I was prompted to bring the patient here because of a similar case which Dr. Mitchell-Heggs and Dr. Borrie (1949) showed a year.ago. Their patient was a woman who presented patches of atrophy and pigmentation; atrophy of the skin without sclerosis, and the vessels deep in the dermis and subcutis showing through the atrophic skin. There was no muscular change. There are those two differences between that case and mine, namely atrophy of the skin and no muscular change.
More like the present one was the case, the name of which I have borrowed for this patient, which was shown originally by Sir William Gowers in 1903 at the Clinical Society of London and followed up in 1939 by Barnes. That case was referred to as morphaeic, intending, I think, to indicate a sharply outlined area rather than sclerosis.
Dr. Barnes kindly came and saw this boy and drew a contrast between him and his original cases and Gowers' case. In Barnes' original case, as in Mitchell-Heggs' case, there were areas of atrophic, thin, wrinkled skin with the veins showing through, again with no fibrosis; but there was degeneration and wasting of the muscle underneath the patch. Another point of distinction was the absence of pigmentation in Gowers' and Barnes' cases.
We now have three different pictures and the fourth is provided by a case of Dr. Barber's which was shown in this Section in 1932-a case of scleroderma or morphoea with atrophy of the subcutaneous tissue and muscle. I think it is clear that in that case there was a definite scleroderma, namely skin bound down to the subcutaneous tissue, but in addition to the morphoea there was a loss of subcutaneous tissue and muscle.
I present this case, therefore, as one which I have not been able to link up exactly with any of the previous cases. All show to a greater or less degree atrophy starting in the subcutaneous tissue with or without atrophy of the skin above or of the muscle beneath.
Dr. Haber: This case was under the care of Dr. Jenner several years ago. A biopsy was performed at that time and my histologic diagnosis was scleroderma.
Dr. Dowling: I suggest that this may be a case of morpheea involving the subcutaneous tissue. Similar underlying muscle atrophy in morphoea of the ordinary more superficial type is not very rare. Miss E. L., aged 22. The patient states that she has had psoriasis since the age of 4, and that the linear lesion was also present then.
One brother suffers with psoriasis.
She lost her right eye when 7, due to trauma. Examination.-General systemic examination normal. She has psoriasis of the scalp, forehead, nails of fingers and toes, and the elbow. The linear lesion on the right leg consists of keratotic masses which stretch from a site a little medial to the fibular head, to the middle of the big toe, in an oblique line crossing near the middle of the ankle-joint. The lesion lies upon a slightly erythematous base. It scales readily. On the big toe is a well-marked punctate keratosis. W.R. and Kahn negative. Blood-count normal.
Treatment.-There has been a fair response to tar and salicylic acid. Histology of the linear lesion was done four years ago at the Royal Staffordshire Infirmary, and was stated to be psoriasis.
Comment.-This case is presented because of the renewed interest in linear psoriasis. It may straightaway be said that many consider it to be a linear nwvus.
A recent article by Auken (1949), from Lomholt's clinic, records a case extremely similar to this one in a girl aged 9. Cases of true linear psoriasis are also reported on by Stangenberg (1922), Thibierge (1893) and Wagner (1921); Kreibich (1917) discussed its nevoid relationships. Jadassohn and Darier do not write of it. It is of interest that in this case the lesion follows faithfully the course of the superficial peroneal nerve, and thereby fits one of the tenets of Montgomery's essentials for a linear dermatosis, of which he wrote in 1901, and which are still unaltered.
